In the UK, more than 7,000 people are in need of a transplant. Of these, 1,000 each year -equating to three people a day -will die awaiting transplantation. 1 In the last few decades, organs have been predominantly transplanted from living donors or following donation after brainstem death (DBD). Controlled donation after circulatory death (DCD), Maastricht Category III and IV, 2 is an historical form of deceased donation which has been reintroduced into UK practice. It is the expansion in DCD which has driven the recent improvement in UK organ donation numbers. 3 DCD accounts for more than 40% of all UK deceased organ donations, which is the second highest rate in Europe behind the Netherlands. 1 The UK has experienced a 614% growth in DCD over the last ten years (from 61 donors to 436), compared to a 9% fall in DBD (from 716 donors to 652). Additionally, the lower numbers of donations following DCD belies the fact that intensive care staff are now exposed to DCD more often than DBD (793 consented donors compared to 694 respectively). 1 This has meant that for many intensive care staff, DCD is both newer and yet more common than DBD.
Introduction
In the UK, more than 7,000 people are in need of a transplant. Of these, 1,000 each year -equating to three people a day -will die awaiting transplantation. 1 In the last few decades, organs have been predominantly transplanted from living donors or following donation after brainstem death (DBD). Controlled donation after circulatory death (DCD), Maastricht Category III and IV, 2 is an historical form of deceased donation which has been reintroduced into UK practice. It is the expansion in DCD which has driven the recent improvement in UK organ donation numbers. 3 DCD accounts for more than 40% of all UK deceased organ donations, which is the second highest rate in Europe behind the Netherlands. 1 The UK has experienced a 614% growth in DCD over the last ten years (from 61 donors to 436), compared to a 9% fall in DBD (from 716 donors to 652). Additionally, the lower numbers of donations following DCD belies the fact that intensive care staff are now exposed to DCD more often than DBD (793 consented donors compared to 694 respectively). 1 This has meant that for many intensive care staff, DCD is both newer and yet more common than DBD.
Despite the success of the UK controlled DCD programme, it is believed that many intensive care staff still harbour negative attitudes toward DCD. There has been ethical, legal and professional criticism, 4,5 which has been addressed by the publication of national guidance. [6] [7] [8] [9] [10] [11] [12] Following the UK Organ Donor Taskforce Report (2008), Specialist Nurses for Organ Donation (SN-ODs) have been embedded into intensive care units to work closely with staff to identify potential donors, as well as gaining consent for transplantation, offering organs to the national organ retrieval service and supporting bereaved families through the organ donation process. NHS Blood and Transplant (NHSBT), who employ the SN-ODs, has almost doubled their number to over 190, but not all intensive care units have welcomed SN-OD presence.
Our aim was to explore the attitudes and emotions of intensive care staff to deceased organ donation and to identify whether there was a difference in opinion between controlled
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Intensive care staff may harbour mixed emotions toward organ donation after circulatory death. We wished to compare these attitudes to donation after brainstem death, as well as explore attitudes toward Specialist Nurses in Organ Donation, who have been embedded into UK intensive care units since 2008. At the Mid-Trent Critical Care Network (MTCCN) annual conference, participants were asked, in small group workshops, to write down words they associated with donation after brainstem death, controlled donation after circulatory death and Specialist Nurses in Organ Donation. The words were later collated and assigned to have either a positive or negative association by three blinded individuals: a medical lawyer, a hospital communications manager and a final year medical student. One hundred and eight intensive care staff participated: 24 (22%) doctors, 61 (57%) nurses and 23 (21%) allied health professionals; 75 (69%) of the participants were female. Participants at the workshop offered a total of 211 words, 93 associated with donation after brainstem death (44%) and 118 (56%) associated with controlled donation after circulatory death. The numbers of positive and negative words associated with the two forms of donation were significantly different (p<0.001) (donation after brainstem death -68 positive words, 25 negative words; donation after circulatory death -29 positive words, 89 negative words). This difference remained significant (p<0.001) even after all words (n=48) that did not have unanimous agreement between the three blinded word assigners were excluded. Significantly more positive words (95) were attributed to the Specialist Nurse in Organ Donation than negative words (18) (p<0.001). We conclude that this group of intensive care staff were generally positive toward donation after brainstem death and the embedded Specialist Nurse in Organ Donation, but could harbour negative attitudes toward controlled donation after circulatory death. Only by continuing to address the opinions of healthcare professionals will donation after circulatory death become a usual and not an unusual event.
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DCD and the more traditional DBD. Additionally, we sought to examine the attitudes of intensive care staff toward the embedded SN-OD role.
Methods
In November 2011, at the Mid-Trent Critical Care Network (MTCCN) annual conference, the authors ran an organ donation workshop. Participants at the conference were randomly divided by the conference organisers into three groups, by placing each participant' s name in alphabetical order into a spreadsheet and from the top down, assigning each participant sequentially into either group A, B, or C. No account was taken of gender, role or hospital, only where each participant appeared in the alphabet. All groups rotated through the organ donation workshop and it was repeated three times.
The organ donation workshop was aimed at exploring emotions and attitudes of adult intensive care staff towards deceased organ donation. Participants were free to sit at one of six round tables; each table had a flip chart and pens. After a brief introductory presentation of the history and progress of organ donation in the network, participants were asked to write down words they associated with DBD, controlled DCD and the SN-OD role. The participants were given approximately 5-10 minutes for each category. Collusion between groups could not be prevented. The authors encouraged participation, but offered no endorsement or criticism of any word choice. There was no agreed number of words to be produced for any of the three categories and some groups generated more words than others. At the end of the workshop, the words generated were shared with the wider group.
The words on each flip chart were collected and collated into a spread sheet, and then chosen to have either positive or negative associations to organ donation by three blinded individuals who were not involved directly with the research and data collection: a medical lawyer, a hospital communications manager and a final year medical student.
Data were tabulated in Microsoft Excel. Proportions of positive and negative responses were investigated using Chi-squared test or one-proportion Z-test statistical analysis.
Results
The MTCCN consists of eight adult intensive care units across five different hospital organisations in the East Midlands. There were 108 participants at the conference, 24 (22%) intensive care doctors, 61 (57%) nurses and 23 (21%) allied health professionals; 75 (69%) were female.
Participants at the workshop offered a total of 211 words associated with DBD (n=93, 44%) and controlled DCD (n=118, 56%) ( Table 1 ). There were 68 positive words associated with DBD, compared with 25 negative words. The opposite was found with DCD; there were 29 positive words versus 89 negative words (Figure 1) . The difference between DBD and DCD was statistically significant (p<0.001), and remained significant (p<0.001) even after all words that did not have unanimous assessment from the three blinded word assigners (n=48, 23%) were excluded. More words did not achieve unanimity for DBD (n=34, 37%) compared to DCD (n=14, 12%), and this reached statistical significance (p<0.001).
Significantly more positive words (95) were attributed to the SN-OD than negative words (18) (p<0.001) (Figure 2) ; the most frequent positive and negative words are given in Table 1 .
Discussion
In this group of intensive care staff, words associated with deceased donation were significantly different for DBD compared to controlled DCD. More staff harboured negative associations with controlled DCD compared to DBD. The reasons for this were not explored, but we hypothesise that it may be due to unfamiliarity with the DCD process. The first DCD in the MTCCN was carried out in 2008. In contrast, the first DBD was performed locally in 1977. The results therefore are perhaps not surprising; however, the strength of the difference between intensive care staff attitudes to DBD and controlled DCD is important.
Discussing DCD evoked strong and predominantly negative associations in intensive care staff, as evidenced by the ease with which the three blinded word assigners achieved unanimity in associating positive and negative words proposed for DCD compared with DBD. For example, 'barbaric', a word proposed for DCD achieved unanimity whereas 'rare,' a word proposed for DBD, did not. Attitudes to the embedded SN-ODs in UK intensive care units were predominantly positive. SN-ODs were seen in this workshop as necessary to the organ donation process and a means of support, not only for the patient' s family, but also for the intensive care staff.
Reasons for the negative attitudes to organ donation of intensive care staff are likely to be multifactorial. Previous studies have identified barriers to doctors' and nurses' support of transplantation. These include: the perception of organ donation as an experiment, 13 having insufficient information about criteria for potential donors, lacking adequate knowledge of referring policies for organ donation, 14 perceiving that it would add to the distress of surviving relatives, 13 inexperience in the process, 14 having negative personal feelings toward organ donation 15 and viewing the patient' s death as a professional failure. 16 Healthcare professionals with more positive attitudes toward donation and greater knowledge about their role in the organ donation process are more likely to refer to the organ donation service. 17, 18 Generally, intensive care doctors and nurses are supportive of managing donation, particularly when patients are already on the Organ Donation Register. 19 An Australian and New Zealand Intensive Care Survey of 163 intensive care specialists in 2006 demonstrated significant levels of ambivalence to DCD, with 10% opposed to DCD and a further 17%, neutral. 20 In a similar US survey, Hart et al found that more than 10% of doctors and nurses believed that intensive care units should not provide a DCD service, 19 while in an Australian Emergency Department staff survey, 28% of doctors and 32% of nursing staff identified themselves as either neutral or strongly disagreeing with the statement, 'I support organ and tissue donation after cardiac death.' 21 Intensive care staff are an essential link in the organ donation process. They decide who is a potential donor, whether a referral to the organ donation service is appropriate and often make the first approach to the family. The role of an intensive care unit is to 'save lives' and support patients through severe illness and organ dysfunction: organ donation can often be seen as a failure, and hence lead to negative emotions. Organ donation has been reported as a cause of moral distress in intensive care nurses, 22 and similarly, the experience for operating department nurses working with organ donors has been described as one of trauma and tribulation. 23 The impact of this intensity of emotional response on the donation process has not been explored, although Floden and colleagues have developed a psychometric tool for evaluating attitudes towards organ donor advocacy in intensive care nurses. 24 What remains unknown is whether the negative attitudes toward DCD compared to DBD will decrease over time, much as it has for DBD, as intensive care staff become more familiar with the DCD process.
Our study has several limitations. The study group comprised a small number of participants from only one UK intensive care network. The workshop was a group activity and we did not explore individual attitudes to donation and were therefore not able to analyse whether there was a difference in the participants' experience and involvement with DBD and controlled DCD. It is possible that the most vocal members of each group had the strongest opinions and proposed the most words. Our results highlight the need for a robust qualitative study of intensive care staff attitudes to organ donation, particularly DCD.
The strength of negative feelings by intensive care staff toward controlled DCD may represent a significant impediment to its further growth. More work is required to appreciate staff needs and concerns, address these opinions and educate healthcare professionals involved in organ donation. With time and growing familiarity with the DCD process, the intensive care community may recognise that organ donation is a positive professional duty and embrace all types of deceased donation as a usual and not an unusual event. 
